empirical researchers are likely to use qualitative approaches with increasing frequency. (235, Medicine is one organizational context in which observational research has been conducted in a variety of fields interested in the study of language.
1 As medical sociologist Aaron Cicourel notes, medicine is a complex professional context with the physician uniquely placed at the center of a culturally validated domain of authority and expertise (cf. Starr). Rhetorician Judy Segal further notes that this cultural authority is carried out in the oral and written language of the research and practice of medicine: "It is from this interplay between medical [language] and context that medical [discourse] and the medical profession derive their authority" ("Writing" 90) . A number of professional communication researchers have looked at different aspects of the language and organizational context of medicine through observational research. Most of these studies have analyzed both oral and written language by collecting information from various sources (texts, interviews, site field notes) and analyzing it within a variety of inductive frameworks (discourse, rhetorical, ethnographic) .
Lucille McCarthy's work on the development and deployment of the Diagnostic and Statistical Manual of Mental Disorders III (DSM-III), for example, was the result of observational research that she conducted on a psychiatrist working in a hospital rehabilitation unit, during which she collected data from multiple sources (observations of and interviews with the participating psychiatrist, drafts and revisions of her written work, and interviews with her coworkers). McCarthy's triangulated frameworks for the analysis of her case study included analyses of texts (e.g., Bazerman) as well as interview data (e.g., Odell, Goswami, and Herrington) . John (Fred) Reynolds, David Mair, and Pamela Fischer's study of mental health records also was based on observational research in hospital settings, with data collected from chart reviews and other documents as well as survey research. Their frameworks for analysis included descriptive and rhetorical text analysis that involved developing a taxonomy of record types and using the rhetorical categories of author, audience, use, and purpose (to persuade, inform, or instruct) to interpret the data. Jennie Dautermann's work on nurses writing professional documentation also was based on observational research in a hospital setting, where she attended and taped writing-group meetings, interviewed a num-310 JBTC / July 2001 ber of medical professionals, and collected textual data from a variety of sources. Her triangulated frameworks for analysis focused on thematic discourse analysis through constant comparison, following the literature on qualitative ethnography (e.g., Denzin and Lincoln) .
What these studies have in common is their design as observational studies and their interpretations of both oral and written language within inductively developed analytic frameworks. These studies also all primarily address and answer questions within their home fields: All of these studies observe and describe the discourse of medicine in its organizational contexts but develop their analyses primarily for audiences within professional communication, linguistics, rhetoric, and composition.
2 As Faigley has noted, this kind of observational design and interpretive analysis is well regarded in languagebased fields. The literature still abounds with justifications for this kind of qualitative approach; in the professional communication literature, the following argument made by Dautermann is typical and effective:
Discourse often functions as a tool for extending and standardizing community experience. It also functions as a forum for the extended communicative exchanges that express the organization's values and consolidate its centers of power. . . . Qualitative research has the advantage of being able to produce dense networks of data with rich variety and the potential for uncovering elements of community life. . . . Elements of validity and reliability are often determined by on-site practices and techniques of analysis. (1, 21) In other fields, however, the status of such qualitative design and inductive analysis in observational research on language is considerably more problematic. This is especially true in medicine, which has its own longstanding research frameworks based primarily on quantitative design and analysis (Kahn) , even when that research turns to topics such as language and communication (Key; Lipkin, Putnam, and Lazare) . The field of medicine tends to hold a traditional view of qualitative research-namely, that qualitative research is most useful for developing projects, questions, and hypotheses that can be more definitively investigated with quantitative methods. In a recent article in the Journal of the American Medical Association (JAMA), for example, a discourse-based study is critiqued for its lack of fit with a quantitative paradigm: "This type of qualitative study does not feed directly into a hypothesis-testing research program, because it does Barton / DESIGN IN OBSERVATIONAL RESEARCH 311 not put forth specific variables or causal relationships to be tested" (Giacomini and Cook 480) . But this same article shows a growing, if qualified, understanding of qualitative research in medicine: "The results of a qualitative research report are understood best as an empirically based contribution to ongoing dialogue and exploration, rather than as documentation of an invariant fact" (480). Qualitative research, the authors emphasize, "develop[s] theoretical insights that describe and explain social phenomena" (478).
In this article, I would like to respond positively to this growing understanding of qualitative approaches to research on medicine by turning to the concept of interdisciplinarity as a framework for thinking about observational studies, especially those conducted within language-based fields such as linguistics, rhetoric, composition, and professional communication. Specifically, I argue that observational studies be designed as truly interdisciplinary research, defining interdisciplinary as research that makes an acknowledged contribution to both of its fields. I make this argument in multiple forms, first by considering what the term interdisciplinary means in theoretical and practical terms and then by using an enriched and practical concept of interdisciplinarity to interpret a narrative of my own research experience in the context of medicine. I then propose two guiding principles for the design of observational studies in medicine, principles that focus on issues of prospective design.
APPROACHES TO INTERDISCIPLINARITY
In Interdisciplinarity: History, Theory, and Practice, Julie Klein lays out a set of terms, definitions, complications, and possibilities for interdisciplinary research. Starting with a familiar definition, she notes that disciplinarity signifies the tools, methods, procedures, exempla, concepts and theories that account coherently for a set of objects or subjects. Over time they are shaped and reshaped by external contingencies and internal intellectual demands. In this manner a discipline comes to organize and concentrate experience into a particular worldview. Taken together, related claims within a specific material field put limits on the kinds of questions practitioners ask about their material, the methods and concepts they use, the answers they believe, and their criteria for truth and validity. (104) 312 JBTC / July 2001 Klein then offers an entire chapter of definitions of interdisciplinarity, most based on the original Organization for Economic Cooperation and Development (OECD) formulation, which ranges broadly from "the simple communication of ideas to the mutual integration of organizing concepts, methodology, procedures, epistemology, terminology, data, and organisation of research and education in a fairly large field" (qtd. in Klein 63). Klein cites the common metaphors for interdisciplinarity, as described by Geoffrey Squires, Helen Simons, Malcolm Parlett, and Tony Becher: bridge building, which merely establishes connections between firmly established disciplines, and restructuring, which indicates radical changes in the organization of knowledge within and across fields.
In the academy, the restructuring resulting from interdisciplinarity has its spectacular successes and notable failures. In terms of the organization of knowledge, Klein cites the success of entirely new fields such as biochemistry, molecular biology, radioastronomy, environmental engineering, dendrochronology (tree-ring dating), psychoand sociolinguistics, ethnomusicology, and American studies. In terms of the application of knowledge, Klein cites the importance of problem-based research in fields such as health care and environmental studies. A notable failure of interdisciplinarity, however, is in what Klein describes as simply the "juxtaposition of disciplines. It is essentially additive, not integrative. . . . The participating disciplines are neither changed nor enriched, and the lack of a well-defined matrix of interactions means disciplinary relationships are likely to be limited and transitory" (56). The persistence of disciplinarity can be seen when "scholars still work on problems posed by their original disciplines" (58) rather than integrate new concepts, methods, epistemologies, and cultures of other disciplines; thus, they neither share nor change disciplinary worldviews.
Klein presents one view of interdisciplinarity-one in which the intersection of fields aspires to more than bridge building but less than total restructuring-that represents a middle position between the total collapse of disciplinary borders and the fortification of traditional disciplinary lines. This position has a role for both disciplinarity and interdisciplinarity in what Klein calls "disciplined interdisciplinarity":
The disciplinary position holds that disciplinary work is essential to good interdisciplinary work. It is important not only to have a disciplinary home but also to have a grounding in cognate disciplines: to Barton / DESIGN IN OBSERVATIONAL RESEARCH 313 recognize that disciplines are the fundamental tools for interdisciplinary work, the source of instrumental and conceptual materials for problem-solving, the base for integration, and the substance for metacritical reflection. (106) This position is a conservative one, not a radical one, but it seems suitable for a productive relationship between language studies and medicine. It takes a step back from invoking a commitment to restructuring, a commitment that can only result in critique at an abstract level that will not likely have an effect on research and practice in health care.
3 It takes a step forward toward a focus on describing and explaining areas of mutual concern and interest, specifically those communication practices that can be explained and problems that can be solved through descriptive and theoretical work in fields that investigate language in context, including linguistics, rhetoric, composition, and professional communication.
To me, this concept of disciplined interdisciplinarity is especially appealing because it has the potential to fulfill a very practical way of thinking about the design of observational research. In this practical view, interdisciplinary research reflects its importance to its participating fields by being publishable in the research literature of both fields-in this case, the research literature in medicine that describes communication and informs clinical practice and the research literature in language-based fields that explores the contextual dimensions of discourse in organizational and institutional contexts. The goal of interdisciplinary research, then, is to integrate fields significantly at points of mutual interest and is reflected in the practical measure of new knowledge potentially publishable in the research literature of both fields. The goal is not that any given interdisciplinary research article would be publishable in the scholarly journals of both its participating fields, but it is that a disciplined interdisciplinary research project would generate articles that are published in journals that are peer reviewed by members of the different disciplinary domains, thereby reflecting the status of the work as knowledge in its respective fields. In the next section, I provide a narrative account of my formulation of this practical view of interdisciplinarity.
A NARRATIVE OF NONINTERDISCIPLINARITY
I looked to the literature of interdisciplinarity to expand my own perspective on observational research, an expansion that was plainly necessary when I brought an observational study in linguistics and rhetoric/composition to the field of medicine.
4 During my recent fellowship at the Institute for Human Values in Medicine at the Medical University of South Carolina, I gave a Grand Rounds presentation based on an observational study of the interactional practices of referrals and accounts in the discourse of medicine ("Interactional"). In this presentation, I introduced linguistic discourse analysis and interpretive rhetorical analysis as inductive methods for describing and theorizing language in context. I defined referral sequences as interactions in which medical professionals referred families to other physicians and departments for visits or procedures, with account sequences defined as the descriptions of those visits and procedures given by families in subsequent medical encounters. My focus in that observational study was on the ways that expertise and compliance are two intertwined dimensions of the institutional context of a medical encounter, and my argument was that families who verbally display their expertise in and compliance with the medical system have markedly different referral and account sequences than do families who do not verbally display their expertise and compliance.
The presentation was based on a linguistic discourse analysis of sequences such as the following examples. (Transcription conventions and definitions are provided in the appendix.) (1a) is a referral with an explanation for an African American family new to the system of pediatric specialty care, (1b) is a referral with an interactively constructed explanation with a Caucasian American family experienced in the medical system, and (1c) is a second referral with an explanation but with a noncompliant African American family (not the same family as in [1a]): (1a) Mom: I have a concern that I've mentioned two or three times but no one seems to think it's a big deal. But it's a big deal to me. ((Amy)) has a problem with moving her bowels. To the point that she is bleeding and crying hysterical. . . . Dr. G: We'll stop the "oh mother" situation. We'll send her to GI because what can happen is that the rectum has a problem. The [You need to make an appointment because you know with his eye situationMom: They keep wandering. Dr. G: Especially with the eyes wandering off-. . . ((long discussion of wandering eye)) Dr. G: So you need to make the appointment with the ophthalmologist as soon as possible, and again, I'll dictate it, but I think they should be making-I'll tell ((V)) to make an appointment.
All three sequences fulfill the communicative responsibility of explaining a referral: (1a) describes the specialty of gastroenterology, (1b) describes the procedure of muscle relaxation injections, and (1c) describes the condition of wandering eye. But interactionally, the sequences have notably different features. (1a) is an uninterrupted didactic sequence although it begins with a gesture toward interactional symmetry with its overt validation of the mother's expertise ("We'll stop the 'oh mother' situation"). (1b) is a symmetri-cal interaction in which the mother controls the power features of the discourse, such as cooperative overlap via closely latched utterances (==) and interruptions, questions, and topic changes. (1c) is a notably asymmetrical interaction with the physician aggressively using asymmetrical features such as repetitive and staccato questions, noncooperative interruptions, and imperatives to effect the transfer of responsibility for the coordination of medical care from the mother to a member of the clinic staff. In this presentation, I interpreted the linguistic analysis in terms of rhetorical theory, arguing that expertise seems often most easily assigned to white, middle-class families such as the mother in (1b), whereas black working-or poverty-class families seem either consigned to passivity, such as the mother in (1a), or designated as problematic because of noncompliance, such as the mother in (1c). Compliance, expertise, authority, race, and class, then, are all dimensions operating within the specific discourse sequences of referrals in the institutional context of medicine. The response of the medical audience was very interesting. Most people present seemed to accept the legitimacy of my methodological arguments and theoretical claims, at least with respect to their standing in fields that investigate how language works in context. They were pleased to affirm the positive description of medical decision making based on a Venn diagram-like construct of shared expertise between families and medical professionals, as constructed in (1a) and deployed in (1b), and they were quick to admit the accuracy of the less positive description of removing autonomy asymmetrically from noncompliant families, as in (1c). They were intrigued by the level of detail in the descriptions and eager to hear my suggestions for better communication, especially with noncompliant families.
But the feedback I received made clear to me that this research was regarded as disciplinary, not interdisciplinary, at least in its relation to medicine. As presented, the research answered questions of disciplinary interest in my fields of linguistics, rhetoric, and composition, with inductive discourse analysis as a method unproblematically assumed to be valid in these fields: How are different discourse sequences distributed with respect to institutional power, individual autonomy, and configurations of race, gender, and class? What are the symmetrical and asymmetrical features of specialized sequences conventionalized in institutional discourse in general and medical discourse in particular? What can inductive identification of features, sequences, and conventions do to answer these theoretical questions? What form of argumentation is convincing to the readers of the research? On none of these dimensions-theoretical frameworks, research questions, methods, findings, and argumentation-was this research commensurate with the paradigm of research on communication in medicine. In Klein's terms, this research could not even be classified as bridge building because the relationship between the disciplines of medicine and those of linguistics and rhetoric/composition was one of juxtaposition only: I visited the context of medicine to collect data only, and I brought that data back to pose questions and develop analyses strictly within my own fields.
So the critical feedback I received at the talk was both predictable and challenging, at least in terms of thinking about interdisciplinarity. Predictably, I was asked questions about the representativeness of the data and the generalizability of the findings; these questions reflect the standard tension between quantitative and qualitative paradigms, especially with respect to the status of data collected with an opportunistic sample. Also perhaps predictably, I was asked questions about the connections between the findings and what clinical researchers in medicine call outcomes: Does any evidence show that symmetrical and asymmetrical interaction improves compliance and exacerbates noncompliance? That crucial question, however, I could not answer. Even more challenging was the question of significance, the "so what" question. Weeks after the talk, the head of the fellowship program said the research and the methods were "fascinating" but "pointless," to a clinical practitioner, at least; in other words, he described the research as digging deeply into a few conversations and finding out interesting things and then moving to the next few conversations to find other interesting things. In the paradigm of clinical research in medicine, then, my design and methods were doubly problematic: Data collection was nonsystematic, so claims were nonrepresentative and therefore nongeneralizable, and the findings of the research were not related to outcomes. In other words, the medical audience could do nothing with the research, so to speak: The claims could not be incorporated into the research literature as generalizable, and the data were not associated with outcomes, so the findings could not enter the clinical literature on practice as useful. In sum, then, the kind of research I was doing was not truly interdisciplinary work because it had no possibility of entering the medical research literature that affects clinical practice.
As a result of this experience, I have had to ask myself two questions: How can observational studies of language in context achieve the goal of disciplined interdisciplinarity in medicine? How can these studies make acknowledged contributions through publication in the research literature of both medicine and the language-based fields of linguistics, rhetoric, composition, and professional communication?
In the next section, I propose two principles of design for future research, both of which focus on the concept of prospective design as a key means of achieving disciplined interdisciplinarity.
TWO GUIDING PRINCIPLES OF DESIGN IN DISCIPLINED INTERDISCIPLINARY RESEARCH
Prospective design is a frequently used term from experimental medical research: It refers to a study in which the research question is formulated before the data are collected that, ideally, answer the question in cause-and-effect terms. Formally, prospective design "should clearly define the questions to be answered by the study and should directly justify that the [design] is adequate to answer these questions definitively. . . . Such studies can be direct and easily interpretable mechanisms for answering important medical questions" (Simon 330) . Informally, in the sense that I use the term here to consider observational studies that ask descriptive and explanatory questions, prospective design means advance planning in research questions and data collection, a methodological approach that allows disciplined interdisciplinarity to emerge between the field of medicine and the fields of language research.
Research Topics and Questions
The first principle is a familiar and straightforward one: Research should be prospectively designed in terms of research topics that generate research questions of potential interest and significance to both fields. Klein notes that disciplined interdisciplinarity requires "a disciplinary home . . . [plus] a grounding in cognate disciplines" (106). A grounding sufficient enough to enable researchers to identify topics and questions of mutual interest may be achieved in a combination of ways. One of the best ways to come to a grounding in a cognate discipline in interdisciplinary work, in fact, is through observational research because observational research often involves the researcher's immersion into the context of another field. Such immersion in the field of medicine, primarily through observation in various medical settings but also through a review of the medical literature on Barton / DESIGN IN OBSERVATIONAL RESEARCH 319 communication and interaction, potentially leads to the identification of topics and questions of convergent interest and, more important, significance.
Topics of convergent interest reveal themselves in a variety of ways. Some possible topics arise because practitioners in certain fields bring them to observational researchers in other fields as key problems: In hospital settings, for example, once I explained the ways that I worked on communication and interaction, I was asked more than once whether I could study difficult and sensitive interactions, particularly end-of-life issues (e.g., moving from curative treatment to palliative care, securing understanding of and agreement with DNR [do not resuscitate] orders, explaining medical decisions to withdraw support, making requests for organ donations, etc.).
Other topics arise through a search of the clinical research literature on physician-patient interaction: The standard object of study in the medical research on communication is the medical interview, with most of the research being survey based (Aldrich; Lipkin, Putnam, and Lazare; cf. Mishler for a critique). Other topics in the literature include investigating the effects of communication in a medical encounter and subsequent patient compliance and satisfaction (Ley; cf. Segal, "Patient"), studying the interaction of breaking bad news and managing terminal patients (Quill and Townsend; Abrams), coping with what medical professionals call denial (Ness and Meadow), and discovering the issues associated with quality of life (Browman) .
Yet other topics arise from observation in a setting: the difficulty of establishing the ethical dimensions of a conflict (e.g., a medical indication to withdraw support may conflict with a family's desire to do all that can be done), the seemingly erratic patterns of responsibility for communication across specialties and settings (e.g., in internal medicine, communication with the family is often the responsibility of the intern, the lowest-ranked physician on the team, but in critical care, it is often the responsibility of the fellow or the attending, the highest-ranked physicians involved in patient care), and the differences in communication between families and physicians versus families and nurses (e.g., nurses must defer to physicians in certain kinds of communication such as the delivery of diagnostic news, which can negatively affect their relationship with a family).
All of these potential topics represent specific and productive points of interaction in the study of communication practices in medicine because they are uses of language that are theoretically important and pragmatically significant: The description of these practices requires the close analysis and theoretical explanation that languagebased fields can provide, and the explanations can then serve to inform and perhaps improve everyday practice. Topics such as these are thus both interesting and significant, with the potential to create knowledge as defined by the criteria of each field.
To give a more extended example of topic development within disciplined interdisciplinary research, consider a new investigation I am undertaking of the ways that invitations to enroll in clinical trial research are incorporated into the set of everyday communicative practices in the discourse of medicine, focusing in particular on cancer research.
In the medical literature, clinical trials are defined formally as experimental research:
The experimental approach plays an important role in clinical oncology today. By the experimental approach, I refer roughly to two components: First, clinical results, rather than deductive reasoning, are required for the evaluation of a treatment; and second, the experimental approach requires that preplanned therapeutic interventions be administered to specified types of patients under conditions that are controlled to enable well-defined medical questions to be answered directly. (Simon 329) Informally, this definition is making two arguments: first, that clinical research be based on prospective investigation (rather than retrospective methods such as surveys or chart reviews); second, that goldstandard clinical research be designed as randomized protocols (e.g., a well-defined set of patients-say, those with newly diagnosed, never-treated stage 2 breast cancer-would be randomized into two treatment groups, such as standard-dose chemotherapy versus highdose chemotherapy). Formal descriptions of designing clinical trials, however, are silent on issues of enrollment-the interactional context between individual physicians and patients and the larger sociocultural context of participation in clinical research in American medicine. This research gap is exactly the space that descriptive and theoretical work in language-based studies can usefully fill.
The larger sociocultural context of clinical research in cancer is a complicated one, and ignoring it holds considerable peril for the research enterprise. Clinical research in medicine, particularly in cancer care, has a long history, both troubled and distinguished (Russo) . The distinguished history is the series of advances in cancer cure and management based on clinical trials. For example, more than 75% of Barton / DESIGN IN OBSERVATIONAL RESEARCH 321 cancers in children are now curable, thanks to the series of clinical trials in the 1970s and 1980s that enrolled 95% of children with cancer in the United States. Other notable successes include the well-known breast cancer trials of the 1970s and 1980s that showed that lumpectomy was as appropriate a treatment for some kinds of breast cancer as a disfiguring radical mastectomy. But the troubled history of clinical research in medicine includes the infamous Tuskegee syphilis study and the sinister Nazi concentration camp experimentation as well as the sometimes justified suspicion that underprivileged Americans, especially minority Americans, hold toward being used as guinea pigs or laboratory rats (Reverby and Jones; Muller-Hill; Hornblum) .
Nevertheless, clinical research, to a certain extent, drives the practice of medicine, especially in oncology, but clinical trials represent a worrisome choke point in the advance of medicine as well: Only 3% of eligible cancer patients actually enter clinical trials, a number that is even lower for minority groups, and many trials cannot be completed based on low enrollment. According to survey research, low enrollment seems to be related to two factors: (1) Many physicians simply do not offer trials to patients, and (2) many patients decline the invitation to participate in a trial. The latter problem is especially crucial because the National Cancer Institute estimates that clinical trials should enroll at least 10% of eligible patients to keep clinical research moving forward (Russo) .
Although research exists about problems with clinical-trial enrollment (Chaput de Saintange and Vere; Spilker and Cramer), none of this research, as far as I can tell, has been conducted within languagebased disciplines that emphasize observational research, such as linguistics, rhetoric, composition, or professional communication. In other words, most of the research is retrospective surveys and interviews, and no research has yet prospectively analyzed observational and/or interactional data from actual medical encounters to investigate the complex contexts of inviting patients to participate in clinical trials. Nor has research using naturalistic data addressed the ways that the larger sociocultural context of medical research operates explicitly or implicitly within the specific sequences of medical encounters, especially in encounters with members of minority groups. So this research topic seems to have the potential to generate a series of specific questions for research; such research would be interdisciplinary by addressing a problem of great significance in medicine and using the concepts and methods of language-based fields to describe and theorize a discourse that almost certainly has dimensions of institutional authority and individual autonomy within complex configurations of race, gender, and class. Within the practical perspective I put forth, a project examining the discourse of clinicaltrial enrollment would achieve disciplined interdisciplinarity in that it seems publishable within the research literature of both fields. But I argue in the next subsection that an interdisciplinary topic alone is insufficient for truly interdisciplinary research.
Research Methods and Methodology
A second principle of disciplined interdisciplinary research, also familiar, is absolutely crucial for truly interdisciplinary research: Research should be prospectively designed within the methodological paradigms of both fields. With respect to methodology, Klein notes, "It is important . . . to recognize that disciplines are . . . the source of instrumental and conceptual materials for problem-solving" (106). The language-based fields of linguistics, rhetoric, composition, and professional communication are accustomed to working within markedly different paradigms of knowledge building from the field of medicine (less so, perhaps, in professional communication than the other fields mentioned), but all of these different methodological paradigms must be taken into account in designing interdisciplinary research. In doing so, the tension between quantitative and qualitative research must inevitably be confronted (Denzin and Lincoln). But rather than adopting a dichotomous position that embraces one approach while ignoring the other, I would suggest pursuing a disciplined interdisciplinary approach that asks what specific design and method considerations an observational investigation must encompass to enter the research literature of both fields. Again, I believe the answer to this question can be found in interdisciplinary immersion-through observation in context as well as literature review.
Research that adopts methods from other fields in a cookbook approach will never achieve interdisciplinary integration because it does not create an approach that works within the worldview of each field. But research with methodological approaches designed to draw from both fields may hold the potential to contribute to both fields. More specifically, an approach that draws from both fields must develop both qualitative and quantitative dimensions of the research as they are appropriate for investigating the topics or answering the research questions of the project. Recall my Grand Rounds experience Barton / DESIGN IN OBSERVATIONAL RESEARCH 323 described earlier: The audience members generally agreed not only that language and interaction are so complex that direct quantitative methods (e.g., simply counting questions, imperatives, or interruptions) do not provide useful explanations but also that descriptive qualitative methods (contextual interpretations of questions, imperatives, or interruptions) begin to account for the complexity of interaction in medical encounters. But they also had unmet methodological expectations about the representativeness and generalizabilty of the study with respect to the worldview of the discipline of medicine. Addressing these issues in future research, then, means prospectively considering questions of representativeness and generalizability in a mixed quantitative-qualitative design for observational studies.
For representativeness, a prospective design seeks out a welldefined sample as opposed to an opportunistic design, which simply accepts whatever sample crosses the path of a researcher in a field site. A prospective design attempts to develop what ethnographer Michael Agar calls a theoretical sample, aimed at collecting data to the point of theoretical saturation:
Theoretical sampling simply means that the ethnographer chooses in a self-conscious way the next people to interview [or the next events to observe] to obtain data for comparison. . . . There are no firm guidelines to tell you when you have sampled "enough" similar and different groups, and there is no exact indication of when saturation occurs. But theoretical sampling is an improvement over opportunistic sampling because you can document the sampling design as it unfolds during the research. (172; cf. Glaser and Strauss) For observational studies of language in medicine, theoretical sampling can be further specified to design the sample in terms of issues within the disciplinary worldviews of the different fields. For example, in the clinical trial enrollment project, multiple field sites could be selected for their representativeness of different sites of cancer care in an effort to assemble a sample of institutions based on different cultures of clinical research. So data could be collected in academic medical centers with an aggressive approach to clinical-trial enrollment as well as community medical centers without a high profile for clinical research; comparisons could even be made to health care settings in Europe, where clinical-trial enrollment is not voluntary but mandatory. Should the logistics of such an effort toward national and international representativeness not prove possible, then single-or dualsite design also could aim for a degree of representativeness. For 324 JBTC / July 2001 example, data collection in an academic medical center could be planned systematically to observe and record encounters in all of the different cancer clinics (e.g., breast, lung, urology, gynecology, etc.) , including several encounters with each of the physicians in the different clinics. Data collection in community practices could similarly be designed to collect data from each of the physicians working with cancer patients. In both sites, data collection could be systematically planned to encompass medical encounters with a demographic variety of patients and families of different genders, races, and socioeconomic backgrounds. Data collection in both sites also could be systematically planned to encompass medical encounters with a variety of patients with different types and stages (new diagnosis, active treatment, follow-up care, terminal care) of cancer.
Through prospective design, then, claims about communication practices could be made from a systematic database that represents the variety of communication practices and communicative situations likely to be found in a representative setting or set of settings. Note that these possible theoretical sampling designs do not use quantitative random sampling; they use qualitative sampling that is systematically aimed at representativeness. But they do provide evidence that the design of an interdisciplinary observational study has addressed the importance and value of representativeness within the clinical research paradigm, establishing a match between the design of the research and the worldview of medicine.
For generalizability, a prospective design also means more systematic data collection. Certainly no qualitative study can claim generalizability, at least according to the standards of an experimental research paradigm with a random sampling design. On the other hand, in clinical research, data can be collected in a fairly straightforward way that makes information more generalizable by correlating data with outcomes. Correlating data with outcomes allows claims to be made inductively, verified systematically, and shown as potentially falsifiable. Agar defines falsifiability as follows: "The idea of falsifiability . . . [means that] there must be a possible set of responses [or other information] that prove you wrong. . . . [T] he ability to prove you[rself] wrong . . . is one of the more creative moments of ethnographic research" (182-83). Falsification, Agar notes, can be tested in a variety of ways, not merely quantitatively but qualitatively as well: "Whatever you claim to be true, you set up some sort of test, a test where you can't control the outcome so that the results will confirm what you already suspect" (43). In a study within the clinical set-ting of medicine, outcomes represent just this sort of test that cannot be controlled by the researcher: In a study of patient enrollment in a clinical trial, for example, the patient enrolls or does not enroll, an action arguably out of the direct control or influence of the observing researcher. Prospectively designing for generalizability, then, means collecting more demographic information about patients and families (to answer systematically questions about gender, race, and class) and more outcome information (to answer questions about the effects of communication practices).
By collecting data more systematically, specifically by connecting data with outcomes, observational researchers in medicine are able to evaluate claims about interactional practices both descriptively and empirically. Here again, a focus on outcomes does not make the research any less qualitative or more quantitative, but it respects the value that the field of medicine places on a measure of generalizability in research.
I believe that attention to prospective design in terms of these aspects of representativeness and generalizability contributes to the development of disciplined interdisciplinary research in observational studies of language and medicine for two reasons. First, these aspects of research design are crucial to the status of research findings as knowledge, particularly in the discipline of medicine but increasingly in the disciplines of language-based fields. Second, incorporating these aspects of research design represents productive convergence of the methodological paradigms of medicine as well as linguistics, rhetoric, composition, and professional communication. Through disciplined interdisciplinarity, then, the observational research of communication practices is designed to function as knowledge within its participating disciplines in its development of descriptions of language in context that explain, affirm, or challenge communication practices currently in effect.
QUESTIONS AND OPPORTUNITIES
The question can arise, however, as to whether pursuing disciplined interdisciplinarity through prospective design is simply a form of going native, of adopting a pale shadow of the quantitative approach of the field of medicine and abandoning the thick description of naturally occurring discourse in context that qualitative approaches value. But I would argue that disciplined interdisciplinarity 326 JBTC / July 2001 actually achieves the important goal of placing qualitative studies in the position of generating knowledge, not within a hierarchical position solely of defining variables and formulating hypotheses but in a position of contributing substantively to the research findings of multiple fields. Researchers in medicine seem to be at the point of complicating their stereotyped view that qualitative research is suitable only for the development of testable hypotheses, as indicated by my research experience and, increasingly, by articles published in national forums such as the Journal of the American Medical Association (Giacomini and Cook) and by medical journals that are actively committed to qualitative research (e.g., Qualitative Health Research). Researchers in language-based studies, then, may wish to answer in kind by complicating their stereotypes of qualitative research as primarily opportunistic (this recommendation is, perhaps, more germane to researchers in linguistics, rhetoric, and composition, who historically have been less attuned to the worldviews of other disciplines than researchers in professional communication have been).
Susan Peck MacDonald, following Clifford Geertz, notes that fields develop methodologically over time: "[Researchers have come to] a growing realization . . . that there is room for interpretive as well as explanatory modes . . . and we will learn how to talk about whether some subjects of inquiry lend themselves better to one mode than to another" (34). The time seems right for fruitful interdisciplinary work on the investigation of language and discourse in medicine, and I believe the best way to take advantage of this opportunity is to develop truly interdisciplinary research within a disciplined interdisciplinary paradigm, a paradigm that aims to develop interdisciplinary knowledge in terms of contributions to disciplinary research.
Another question can arise as to whether the kind of disciplined interdisciplinary research proposed here is worth the time and commitment of a researcher in linguistics, rhetoric, composition, or professional communication. I would argue that it is, for several reasons. First, in observational studies, researchers typically must become immersed in a context, so by incorporating some aspects of the disciplinary worldview of that context into the prospective designs of their research, researchers are likely to strengthen the research in an interdisciplinary way yet not interfere with their ability to become deeply immersed in the context. Second, prospective design is a practical direction for researchers in language-based fields to pursue: Many more fields in the academy use prospective design than opportunistic design, and federal regulations for review of research invol-
